65 932 sample households and a sample population of 0.33 million persons. The survey adopted a stratified multistage sample design, using census villages for the rural areas and urban blocks for the urban areas as the first-stage units, and households as the second-stage units. The recall period for inpatient and outpatient care was 365 and 15 days, respectively. All details regarding consumption expenditure were collected after a recall period of 1 month.
For the purpose of this analysis, OOP health expenditure for inpatient and outpatient care was converted into monthly figures and added together. OOP health expenditure was calculated by deducting the amount of reimbursement from total health expenditure. The survey also provided information about various sources of finance used as cope up with the OOP health expenditure which consist of 1 household income/savings, 2 borrowings, 3 sale of physical assets, 4 contributions from friends and relatives, and 5 other sources. The present analysis excludes childbirth, and respective sample weights are applied.
3 | METHODOLOGY
| Measuring the economic burden of OOP health expenditure
The current paper uses the methodology proposed by Wagstaff, Doorslaer. 25 The economic burden of OOP health expenditure both in terms of incidence and intensity is calculated at three threshold levels, ie, base (Proportion of population reporting OOP), 10%, and 25%.
| Headcount
Headcount measures the percentage of population that spend more on health care than the threshold (Z). It is a fraction of the sample whose OOP health expenditure as a proportion of total consumption expenditure (TCE) exceeds the threshold (Z). The headcount HC ¼ 1 N ∑ N i¼1 E i: where E i is equal to one if T i /X i > Z and zero otherwise, T i is the OOP health expenditure of person i, X i is the consumption expenditure of person i, and N is the sample size.
| Payment gap
The payment gap (G) measures the average degree by which OOP health expenditure as a share of consumption expenditure exceeded the threshold, Z. The payment gap is given by G ¼ 
| Concentration index
Concentration index (CI) measures the level of inequality in the burden of OOP health expenditure both in terms of headcount (HC) and payment gap (G) . Positive values of the CI indicate a greater tendency for rich to exceed the threshold, while negative values indicate a greater tendency for poor to exceed the threshold. Concentration index C E and C O (for HC and payment gap, respectively) as given by the following formula given by,
, where CI is the concentration index, p t is the cumulative percentage of the sample ranked by household consumption expenditure in group t, L t is the corresponding health variable, ie, catastrophic HC and payment gap.
| Measuring impoverishment impact due to OOP health expenditure
The impoverishment impact of OOP health expenditure is calculated as the difference between pre-payment and post-payment poverty impact in terms of poverty HC, poverty gap, and normalised poverty gap. 
| Normalised poverty gap
The normalised poverty gap impact measures the poverty deepening due to OOP health expenditure and can be calculated by dividing the poverty gap by the existing poverty line. The normalised poverty gap impact
, where NG Post and NG Pre are the post and pre-payment normalised poverty gap calculated
The poverty impact of OOP health expenditure is measured using the official poverty line given by the Planning
Commission. 27 The respective poverty lines for different states for the year 2011 to 2012 were updated for 2014 by using the consumer price index for agricultural labourers for rural areas (AL) and industrial workers (IW) for urban areas separately.
3.3 | Measuring the incidence of sources of finance used as coping mechanisms
The incidence reveals the proportion of population utilising different sources of finance,
H, where N is the sample size, and H is the number of persons using a source of finance. In all the states, sources of finance are more than one (saving/income, borrowing etc.), ie, some households may not have exclusively used only one source of finance but have used more than one in different proportion. In National Sample Survey Organisation 71 st round, these sources have been termed as first and second major source of finance. For example, households which have used saving/income and borrowing as first and second major sources of finance have been counted in both the categories as per the reporting. Therefore, in Table 3 , when the incidence of all the sources of finance is added together, the total incidence is more than 100%. and Kashmir, Himachal Pradesh, Punjab, Uttarakhand, Rajasthan, and Telangana, the incidence of OOP health expenditure is pro poor at 10% and 25% threshold levels. 4.3 | Inter-state variations in the incidence of various sources of finance used as coping mechanism in India, 2014
In the absence of adequate risk pooling measures, people have to use different sources of finance such as savings, borrowings, sale of assets, and contributions from friends and relatives to cope up with the OOP health expenditure. Table 3 reports inter-state variations in the incidence of various sources of finance used as coping mechanisms for inpatient and outpatient care. In case of inpatient care, savings is the primary source of finance to cope up with the OOP health expenditure in all the states. In many states like Andhra Pradesh, Odisha, Karnataka, Telangana, Bihar, Tamil Nadu, and Assam, the incidence of borrowings is also significantly high. While, states such as Chhattisgarh, Jharkhand, Bihar, Punjab, and Gujarat also rely heavily on contributions from friends and relatives as a coping mechanism. People also rely upon sale of assets and other sources, but their incidence is relatively lower than savings and borrowings. Similar to inpatient care, in outpatient care, the share of savings/income is also significantly higher than borrowings and the other sources. However, barring few states such as, Bihar, Odisha, Assam, and Chhattisgarh, the incidence of all other sources is much lower in outpatient care. As compared with outpatient care, the inpatient care is substantially financed by distress sources such as borrowings, sale of assets, and contributions from friends and relatives.
| DISCUSSION
Results of the study reveal wide variations among Indian states in the economic burden, resultant impoverishment, and coping mechanisms used to finance OOP health expenditure. On the basis of results, the states can be divided into four distinct categories (see Table 4 ): (1) states with low economic burden and low poverty impact of OOP health expenditure (North East, Assam, Gujarat, Haryana, Rajasthan, Chhattisgarh, Madhya Pradesh, Bihar, Jharkhand, and Maharashtra), (2) states with low economic burden and high poverty impact of OOP health expenditure (Jammu and Kashmir, Himachal Pradesh, and Uttar Pradesh), (3) states with high economic burden and low poverty impact of OOP health expenditure (Goa), and (4) states with high economic burden and high poverty impact of OOP health expenditure (Karnataka, Uttarakhand, Tamil Nadu, Punjab, Andhra Pradesh, West Bengal, Orissa, and Kerala).
These variations are mainly attributed to the underlying socio-economic and health related variables.
Among the states with low economic burden and low poverty impact of OOP health expenditure, Rajasthan, Chhattisgarh, and Maharashtra have relatively reported good coverage under Publicly Financed Health Insurance (PFHI) schemes while community-based health insurance schemes in Gujarat provide protection against OOP health expenditure. 28, 29 Studies have also shown that states like Madhya Pradesh, parts of North East, Bihar, Jharkhand, Rajasthan, parts of North East and Assam are in early to middle stages of health transition, when people spend less on health care due to low income and have limited access to health care services. 30 The health care utilisation is lower than national average in states like Bihar, North East, Assam, Jharkhand, and Chhattisgarh which reduces the proportion of those incurring OOP health expenditure. 5 Among states with high economic burden and high poverty impact of OOP health expenditure, Kerala, Tamil Nadu, Punjab, and Karnataka have relatively higher development indicators and are also in the higher stages of health transition. As a result, the burden of non-communicable diseases is much higher than communicable diseases, which reveals a high OOP share and resultant impoverishment in these states. 18, 30 Burden of OOP health expenditure is also high in these states because they utilise private health care facilities in higher proportions which are much costlier than the public health care facilities. 5 Further, Andhra Pradesh and Tamil Nadu have their own PFHI schemes, ie, shows that these schemes have increased health care utilisation in these states, which has contributed to the increase in OOP health expenditure. 31, 32 The states such as Uttarakhand have low coverage under PFHI schemes which could have resulted in higher burden of OOP health expenditure and impoverishment. 5 Further, Orissa and
West Bengal have larger proportion of population just above the poverty line; a small increase in OOP health expenditure pushes a higher proportion of population below the poverty line.
Normally, a high share of OOP health expenditure in TCE would imply a high poverty impact and vice versa.
However, states like Jammu and Kashmir, Himachal Pradesh, Uttar Pradesh, and Goa are the exceptions. Despite a low proportion of OOP in TCE, Jammu and Kashmir, Himachal Pradesh, and Uttar Pradesh witnessed a higher poverty impact. In these states, the proportion of public health care facilities is higher in case of inpatient care whereas, in outpatient care, private health facilities are utilised in higher proportions. 5 The impoverishment impact of outpatient care is relatively higher than inpatient care due to the higher utilisation of private health care facilities in the former. 13, 33 However, the reason behind higher economic burden and lower poverty impact of OOP health expenditure in case of Goa could be an anomaly which needs to be studied.
As majority of the population in India do not have any risk pooling measures such as health insurance mechanism, they have to rely upon alternative strategies to cope up with the OOP health expenditure. 19, 20 Although among various sources of finance, savings/income remain the first option, the dependence on distress sources such as borrowings, sale of assets, and contributions from friends and relatives in case of inpatient care is also high among many states. A high dependence on distress financing among relatively poorer states like Bihar, Assam, Jharkhand, Odisha, and Chhattisgarh is no surprise, but comparatively richer states like Karnataka, Tamil Nadu, and Andhra
Pradesh are also dependent upon borrowings as a coping mechanism mainly due to higher OOP health expenditure.
Unlike inpatient care, household's own saving and income finance the outpatient care. Generally, a significant proportion of the population may be spending on outpatient visits by their ability to pay 20 whereas, in inpatient care people have to use distress means if they lack enough savings/income due to the severity of disease.
Interstate differentials in the OOP health expenditure and resultant impoverishment need proper attention of the government especially the policy makers. The lower share of OOP health expenditure and impoverishment especially in poor states could be attributed to lower health access and poor infrastructure facilities. The lower values of Human Development Index also reveals a sorry state of overall development in these states. Whereas, the higher proportion of OOP health expenditure and impoverishment in richer states is mainly due to the higher levels of development and better access to health care facilities. Higher prevalence of non-communicable diseases and other lifestyle diseases also increases the burden of OOP and impoverishment. 18 Although, there are mixed views on the overall success of PFHI schemes, states like Chhattisgarh, Rajasthan, and
Gujarat are some of the better performers in the coverage of health insurance in India. 28, 29 On the contrary, despite of their own PFHI schemes, Andhra Pradesh and Tamil Nadu are unable to reduce OOP health expenditure and impoverishment in their respective states. 34 There is a need, not only to increase the coverage of health insurance in different parts of the country, but it is also imperative that it reduces the burden of OOP health expenditure. At present, public spending on health care is very low as central government spends around 1% of gross domestic product on health care, 4 and at the state level, the situation is no different. According to the Constitution of India, health is a state subject. It is the prerogative of state governments to provide quality and affordable care to the people, which can be achieved to a greater extent by increasing the public spending on health care as a percentage of gross state domestic product. Wide differences exist among states as richer states like Kerala, Himachal Pradesh and Andhra Pradesh spend higher proportion of gross state domestic product on health care as compared with the poorer states like Bihar, Jharkhand, Madhya Pradesh, and Uttar Pradesh. 35, 36 It needs to be mentioned here that the Government of India has launched the National Health Policy in 2017 which aims to improve the health and wellbeing of the masses by providing universal access to quality health care and lowering the financial hardships associated with the cost of illness. 37 The just launched Ayushman Bharat Scheme envisages to provide health insurance cover to 10 crore poor and vulnerable families in the country. Once implemented, it may reduce the overall burden and resultant impoverishment due to OOP health expenditure.
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